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over the trochanter, and it proved to be a bony plate of abou
the size of a shilling in the septum between the great burs
and a small subsidiary bursa in contact with the trochanter
There was no trace of any other diseased bone but a healthy
fixed plate of bone could be felt extending deeply behind thE
trochanter. The bursal plate was excised, leaving a perfectl3
smooth synovial surface of the trochanter, and the division oj
the gluteal tendon was completed. The sinus below th(
buttock was enlarged and was found not to communicate witt
the bursa above. A counter opening for drainage was madE
at the lower part of the suppurating cavity. The patient
returned home on the twenty-fourth day. When he called
on me in the last week of September he was walking with
perfect comfort and the sinuses were all but healed.
Not long after the publication of my essay in 1870 I had

an interesting letter from Dr. R. Macnab of Bury St.
Edmundg, now residing at Tobermory in Argyllshire, in
reference to two cases evidently of the same character which
he published in November of the same year in THE LANCET. 2
In one of these he maintained, in opposition to the very
strongly expressed opinion of his colleagues, that the case
was not hip disease, but trochanteric abscess. Fortunately,
he held to his opinion. He opened the abscess freely and,
as he believes, in doing so freely divided the gluteal tendon
and the patient made a very rapid recovery. It may be that
the affection is a rare one, as I do not remember to have seen
more than two or three besides these related either in the
practice of my colleagues or myself.

In further illustration of the subject I recall an instance
of a girl who, having fallen heavily on the trochanter, came
to the infirmary two or three weeks after the fall with a
swelling in the situation of the bursa and consequent lame-
ness. I divided the gluteal aponeurosis subcutaneously and
she very rapidly recovered. This I relate from memory.
The points I would lay stress upon are these : (1) a prima

facie suspicion of hip disease ; (2) either no marked muscular
rigidity and fixity of the hip-joint or, where such exist, their
disappearance under an anaesthetic ; (3) the absence of ten-
derness on pressure of the head of the femur against the
acetabulum ; (4) the frequency of the history of a fall on
the trochanter ; and (5) the effect of the flat tendon of the
gluteus maximus as a factor in keeping up the diseased
condition of the bursa and the importance of the division
of this tendon in the surgical treatment of the disease.

In the work by Rose and Carless disease of this bursa is
referred to as "not uncommonly the seat of tuberculous
disease " and that it somewhat resembles the earlier stages
of hip disease." Treatment consists of incision, scraping,
and disinfecting the interior and allowing it to heal from
the bottom."
The points which need to be enforced by teachers are:

(1) the importance in many cases of a traumatic and non- ’’
tuberculous origin; (2) the fact that simulation of hip
disease is at times so close that experienced surgeons may
on first seeing the case be misled and even after mature
consideration be mistaken ; and (3) that above all things
the division of the flat tendon of the gluteus is a dominant
factor in promoting rapid cure.
Leeds.

PS.-Mr. Laird reports to me that his patient now goes
about with more comfort than he has done for 30 years.

A GROUP OF CANCER CASES.

BY W. GIFFORD NASH, F.R.C.S. ENG.,
SURGEON TO THE BEDFORD COUNTY HOSPITAL.

WHILST collecting information as to the incidence of cancer
in North Bedfordshire for the decennial period 1890-99 I

came upon a group of three cases of cancer of the tongue in
the same village in which the patients all died within a period
of 16 days. As cancer of the tongue is a comparatively rare
disease, only 20 cases occurring in a population of over 102, 000
in ten years, I was induced to make further inquiries into
these three cases and into two others which appeared to be
associated with them. This series of cases is so interesting
that I think it best to make it known. Early this year Mr.
Kilham Roberts, medical officer of health of the Ampthill
rural district, kindly made inquiries into the five cases, four
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it of which, including the three cases of cancer of the tongue,
a occurred in one village and the other, marked A below, in an
. adjacent village.
y CASE 1.-A, ra man, aged 67 years, died from cancer of
e the rectum on May 22nd, 1892.
y CASE 2.-B, a man, aged 79 years, died from cancer of
f the tongue on June 4th, 1893.
e CASE 3 -C, a man, aged 69 years, died from cancer of
3 the tongue on June llth, 1893.
e CASE 4.-D, a man, aged 67 years, died from cancer of
t the tongue on June 20th, 1893.
i CASE 5.-E, a man, aged 43 years, died from cancer of
i the lip on Oct. 18th, 1893.

The patient A was brother-in-law to the patient D. I
I cannot do better than give the results of Mr. Roberts’s
. inquiries in his own words, substituting, however, for the
1 names of the patients the first five letters of the alphabet
i respectively as in the foregoing.
i "First I will take the cases of C and D. The widow
’ of C, who was an innkeeper, informs me that D and
! her husband were great friends and that they frequently

, drank together out of a large tankard; in fact, before
their illnesses they used to meet two or three times a

 week. D seems to have contracted the disease first and
i on more than one occasion when drinking he complained
i of soreness under the tongue. The widow of C says

i that she always believed her husband caught it from D
although I did not suggest any connexion. B was no friend
of the men previously mentioned but occasionally as he
passed through the village he stopped at the inn kept by C
to have a drink and C’s widow is certain that her husband
and D never drank with B, but it is possible that the last
mentioned drank out of a vessel which C and D had pre-
viously used. The cleansing which drinking-vessels get at
the majority of village inns is not sufficient to destroy the in-
fectivity of any disease. E lived in the same hamlet as B and
came little in contact with C and D. He, however, frequented
the same inn as B but did not drink out of the same vessel.
Soon after his illness started he used to take his own glass to
the tavern.

" I now come to what I consider the most interesting portion
of the narrative. C’s widow informs me that A was a bosom
friend of D and also of her husband. They frequently drank
together out of the same vessel both at C’s inn and at each
other’s houses."
Bedford.

A CASE OF LUPUS OF THE FOREHEAD,
THE RIGHT ARM, AND THE ELBOW

TREATED BY EXCISION.
BY CECIL H. LEAF, M.A , M.B. CANTAB., F.R.C.S. ENG.,
ASSISTANT SURGEON TO THE CANCER HOSPITAL, BROMPTON, AND TO

THE GORDON HOSPITAL FOR RECTAL DISEASES.

THE following are brief notes of this case.
The patient, aged 36 years, unmarried, came to the out-

patient department of the Cancer Hospital, Brompton, on

Oct. 15th, 1902. She was found to have a patch of lupus of
about the size of a shilling which was situated above, and to
the outer side of, the left eyebrow (Fig. 1). There was

another patch, two and a half inches in the vertical and two
inches in the transverse diameter, on the outer side of the
right arm. The upper part of this was situated at about the
junction of the upper and middle third of the arm. Over the
front of the right elbow was a still larger patch, measuring
about three inches in the transverse and two inches in the
vertical diameter (Fig. 3). Treatment with a 5 per cent.
solution of formalin, which I ordered to be painted on every
third day, and subsequently once a fortnight, at first caused a
marked improvement. However, it soon became clear that
it would be useless to hope for a permanent cure from this
method. I therefore admitted the patient into the hos-
pital with a view of excising the patches. This I did, the
patches on the forehead and arm being excised on April
3rd, and that on the elbow on April 17th. The latter
operation left a large, raw area which was subsequently
grafted by Thiersch’s method on the 24th. There was a
slight amount of tension in bringing the edges of the wound
on the forehead together, but, as Fig. 2 shows, there is no
disfigurement left except a trifling pulling upwards of the
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FIG. 1.

Condition of the patient’s face before operation,

Fic.2.

Condition of the patient’s face after operation.

FiG. 3.

Condition of the patient’s arm before operation.

FiG. 4.

Condition of the patient’s arm after operation.
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left eyebrow. The edges of the wound on the arm came
together without difficulty and the satisfactory manner in
which the grafts have taken on the elbow is well shown in
Fig. 4.

Dr. D. J. Morgan, pathologist to the hospital, examined the
patches under the microscope and found them to be typical
of lupus.
Though sufficient time has not elapsed to warrant the

statement that recovery will be permanent, yet so far
everything points in this direction, no signs of recurrence
being seen seven months after the operation. About two or
three months after the operation the scar tissue on the arm
and at the junction of the grafts over the elbow assumed a
keloid condition, which can be seen in Fig. 4, but this seems
to be now subsiding and is of no consequence. This history, I
think, shows conclusively that cases of lupus which are not
too far advanced for operation can be satisfactorily treated
by excision, for which the following advantages may be
claimed over treatment by the Finsen light or x rays :
(1) it is more radical; (2) it saves time ; and (3) it is less
expensive. In conclusion, I tender my thanks to Dr. J. T.

English for kindly taking the photographs from which the
accompanying illustrations have been reproduced.
Wunpole-street, W.

A CASE OF CONGENITAL HEART
LESION.

BY WALTER BROADBENT, M.D. CANTAB.,
M.R C.P. LOND.,

ASSISTANT PHYSICIAN, SUSSEX COUNTY HOSPITAL.

THE following case is interesting as illustrating variou
points in the clinical history of congenital malformation o
the heart. It has some bearing also on the question of thl
pulmonic systolic murmur ; nothing is more common that
a systolic murmur over the pulmonary artery, while actua
stenosis of the orifice is extremely rare.
The patient, a girl, aged 13 years, was brought by he;

mother for feverishness and diarrhoea. The child wa,
well nourished but was of a deep blue colour about thf
cheeks and the lips ; this the mother had noticed for the
last seven years and had been told that it was due tc

congenital heart mischief. There were also patches of deep
freckle-coloured staining on the cheeks. The ends of the
fingers were clubbed. A chain of much enlarged glands
ran down each side of the neck The pulse was 80 and not
quite regular ; the artery was of normal size and easily com-
pressible. Slight pulsation was visible in the second and
third spaces, just to the left of the sternum. There was
cardiac dulness in the second space for three-quarters of an
inch from the sternum and down to the fifth space, where
it extended from three-quarters of an inch to the right of
the sternum to half an inch outside the left vertical
nipple line. At the apex and over the tricuspid area

a first sound and loud second sound were heard and over
the pulmonic area a first sound, high-pitched, blowing
systolic murmur, and a much accentuated and reduplicated
second sound. The systolic murmur was heard down the
sternum to the fourth rib and for two inches to the left,
and was not appreciably affected by her taking a deep
breath. At the aortic cartilage a first sound and loud second
sourd were heard. Movement of the left front was not

qu te so good as of the right and resonance at the left apex
was rather higher pitched. The air entry was diminished
but there were no crepitations. She was very short of breath
on the slightest exertion. The abdomen was distended and
tender, especially below the umbilicus. A large gland could
be felt in the left iliac region. There was also shifting dul-
ness in the flanks and for an inch above the pubes but no
fluid thrill was obtained. The temperature was 99&deg; F. but
rose to 100 50 in the evening.
When in bed the girl’s face lost its blue colour and was a

deep red. Her temperature varied between 98&deg; and 101&deg;.
She was kept in bed and treated for the peritonitis. After
six weeks the temperature was rarely above 99&deg;. The
abdomen was no longer distended or tender and the fluid had
disappeared. The enlarged glands in the neck and abdomen
were smaller. Also the systolic murmur in the pulmonic
area was distinctly less loud. Two weeks later when allowed
up for an hour a day she did not become blue and a month

later still she was up all day and able to take more exercise
than ever before without becoming at all blue, though she
was soon short of breath on running. The pulse was regular,
the systolic murmur was still present but much less loud and
almost obliterated by deep inspiration, and the pulmonic
second sound was only slightly accentuated, but still re-

duplicated.
The diagnosis of the heart lesion presents points of interest

owing to the unexpected non-appearance of the blueness. A

systolic murmur, which may be exceedingly loud, at and
to the left of the pulmonic region accompanied by an
accentuated second sound is often due to the lung not
covering the conus arteriosus and the pulmonary artery,
which will then lie against the under surface of the ribs.
Vibrations are thus produced which are readily conducted
by the chest wall. This murmur often varies with position
and is usually considerably modified by the patient taking a
deep breath and bringing a cushion of lung between the
artery and the chest wall ; it may indeed completely dis-
appear even when very loud. A systolic murmur accom-
panied by a loud second sound, whether aortic or pulmonic,
is obviously not due to stenosis, and there can have
been in this case no constriction at the pulmonic orifice, since
the second sound would have been obliterated and not
accentuated. The systolic murmur might have been caused
in this child by patency of the ductus arteriosus and the
accentuated and reduplicated second sound by a partial
blocking of the pulmonary blood stream when the aortic
blood entered the pulmonary artery, but a patent ductus
arteriosus could not alone have produced the blueness,
though its obliteration during the quiet of the long rest in
bed would have explained the practical disappearance of the
murmur. Or narrowing of the pulmonary artery at the

point of entrance of the ductus arteriosus might have
caused the systolic murmur with accentuated second sound
and the blueness from deficient aeration of the blood, but
rest in bed could not have had any curative effect and such a

narrowing is exceedingly rare.
Patency of the foramen ovale causes no murmur, but this

or pulmonic valvular stenosis is present in apparently all
congenital cardiac defects accompanied by cyanosis. Patent
foramen ovale may cause no symptoms at all until some
disease of the lungs, such as bronchitis, raises the pressure
on the right side of the heart and then cyanosis occurs

unexpectedly early because blood from the right auricle
flows into the left. This seems to explain the above case.
When first seen the child had a dilated right ventricle, as
evidenced by the cardiac dulness to the right of the lower
sternum. Either old damage to the upper lobe of the left
lung or enlarged mediastinal glands had caused obstruction
to the pulmonary circulation. The prolonged rest in bed
enabled the right ventricle to recover and to take the

pressure off the right auricle, so that blood ceased to pass
into the left auricle and perhaps the foramen ovale became
smaller. The murmur may have been due to the want of

expansion of the left lung uncovering the pulmonary artery
)r possibly there was some patency of the ductus arteriosus
s well as of the foramen ovale.
Brighton.

Clinical Notes:
MEDICAL, SURGICAL, OBSTETRICAL, AND

THERAPEUTICAL.

A CASE OF ACUTE FULMINATING GLAUCOMA
ENDING IN TOTAL BLINDNESS IN 18 HOURS
AFTER ONSET AND OCCURRING DURING
THE COURSE OF SEVERE SYPHILIS.

BY THE LATE ARTHUR T. WHITE, M R.C.S. ENG.,
LATE PRINCIPAL MEDICAL OFFICER TO THE NILE RESERVOIR HOSPITAL,

ASSOUAN, UPPER EGYPT.

THE following case of acute glaucoma ending in absolute
blindness within 18 hours of onset is interesting, partly from
the fact that fulminating glaucoma is not a common con-

dition ; partly from the absence, apart from secondary
syphilis of a severe nature, of a cause ; and partly from the
circumstances that rendered the treatment difficult. At the


